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A 75-year-old woman suffered from dizziness, followed by
left facial palsy, progressive dizziness, and right lower leg
weakness for 2 months prior to admission to hospital. At
admission, the neurological examination revealed left
facial hemi-hypoesthesia, left-side peripheral facial palsy,
and right lower extremity weakness. Magnetic resonance
imaging (MRI) of the brain showed an enhancing mass at
the cerebellopontine angle (CPA) involving the internal
auditory canal (Fig. 1A). She then underwent removal of
the tumor using a left retromastoidal approach. During
surgery, an encapsulated tumor, yellowish in color and
soft in content, infiltrating along the seventh and eighth
nerve complexes into the internal auditory canal, was
found. The extension of the tumor had invaded the
brainstem.
The microscopic histology revealed that the diffuse and
dense proliferation of atypical hyperchromatic round cells
ranged from small to large, and resembled lymphoid-
appearing cells, with frequent mitoses and apoptosis
(Fig. 1B). The immunochemical stains revealed that the
atypical lymphoid cells were positive for CD20 (Fig. 1C),
Bcl-2, Bcl-6, and MUM1, but were negative for cytokeratin,
CD3, and cyclin D1. The Ki-67 proliferation index was more
than 90 (Fig. 1D). The pathological examination confirmed
the diagnosis of diffuse, large B-cell lymphoma. After per-
forming a whole body survey, no other origin of lymphoma
was found.
Primary central nervous system (CNS) lymphoma ac-
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in the supratentorial areas, including the basal ganglia,
thalamus, corpus callosum, and paraventricular white
matter [2]. However, primary CNS lymphoma at the CPA is
rarely reported in the literature, and only 15 cases have
been described thus far [1,3].
The major differential diagnoses of a CPA mass are
acoustic neuroma (80e90%), meningioma (5e10%), and
epidermoid inclusion cyst (5e7%) [1]. MRI is the gold stan-
dard imaging study for the assessment of CPA masses [4].
Most CNS lymphomas are characterized as homogeneously
isointense/hypointense to the cortex on T1-weighted im-
ages, homogeneously isointense/hypointense with mild
perifocal edema on T2-weighted images, and strongly ho-
mogeneously enhanced with contrast. However, in rare
circumstances, CPA lymphoma can erode the internal
auditory canal. The dramatic response to steroids is classic
for primary CPA lymphomas, and can be an additional clue
in an appropriate setting.
It is important to obtain a frozen section of all CPA
lymphomas during surgery to identify the tumor, and
radical decompression should be discouraged [3,4].
Corticosteroid therapy can have a dramatic effect on the
patient’s condition, with decreased edema and induced
apoptosis of lymphomatous cells. Initial attempts to treat
primary CNS lymphoma consist of whole-brain radiation
therapy, which is still considered a potential therapeutic
modality for primary CNS lymphomas. Because chemo-
therapy has been associated with longer survival rates and
less toxicity, radiation therapy is used mostly in patients
who are not candidates for chemotherapy, or in some in-
stances, it is indicated after chemotherapy in younger
patients or when the disease progresses after chemo-
therapy [5].y Elsevier Taiwan LLC. All rights reserved.
Figure 1. (A) Axial view of T1-weighted magnetic resonance images reveals a strongly enhanced mass located (black arrow) at
the left cerebellopontine angle. (B) Hematoxylin and eosin stain reveals discohesive tumor cells with large oval to round and
irregular nuclei, and moderately abundant cytoplasm, arranged in an infiltrative pattern. (C) The tumor cells are positive for CD 20.
(D) The Ki-67 index is higher than 90%.
56 Letter to the EditorReferences
[1] Wang YT, Su HH, Hou Y, Chu ST, Lai PH, Tseng HH, et al.
Diffuse large B-cell lymphoma of the cerebellopontine angle
in a patient with sudden hearing loss and facial palsy. J Chin
Med Assoc 2007;70:294e7.
[2] Hochberg FH, Miller DC. Primary central nervous system lym-
phoma. J Neurosurg 1988;68:835e53.
[3] Danchaivijitr N, Hesselink JR, Aryan HE, Herndier B. Cer-
ebello-pontine angle (CPA) lymphoma with perineural exten-
sion into the middle fossa: case report. Surg Neurol 2004;62:
80e5.
[4] Nishimura T, Uchida Y, Fukuoka M, Ono Y, Kurisaka M, Mori K.
Cerebellopontine angle lymphoma: a case report and review
of the literature. Surg Neurol 1998;50:480e5. discussion
85e6.
[5] Omuro AM, Abrey LE. Chemotherapy for primary central ner-
vous system lymphoma. Neurosurg Focus 2006;21:E12.Chung-Yu Wen
Division of Neurosurgery, Department of Surgery,
Cathay General Hospital, Taipei, Taiwan
Pai-Hao Huang
Division of Neurology, Department of Internal Medicine,
Cathay General Hospital, Taipei, Taiwan
Chih-Ju Chang
Cheng-Ta Hsieh*
Division of Neurosurgery, Department of Surgery,
Cathay General Hospital, Taipei, Taiwan
*Corresponding author. Division of Neurosurgery,
Department of Surgery, Cathay General Hospital, 280,
Section 4, Jen-Ai Road, Taipei 106, Taiwan.
E-mail address: nogor@mail2000.com.tw (C.-T. Hsieh)
12 March 2014
